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ABSTRACT 
 
                                                                                                              Abstract 
 
ABSTRACT 
BACKGROUND: 
 Oral health is an integral part of general health which  has  impact on  both  Physical  and  
Psychological  state. Oral  diseases  affect  oral and   peri  oral  structures directly, their 
consequences have greater impact on the other systems in the  body,  hence  oral diseases are  
considered as major public health problems. Though there is an improvement in oral health of 
urban population, still there is an   inequalities with respect to the oral health, utilization  of  the  
services, treatment outcomes, health insurance coverage and oral health related quality of  life  in 
rural areas. 
AIM: 
  To  assess  the  oral health status and  treatment needs of  population of  Madurai district. 
OBJECTIVES: 
 To evaluate  the  prevalence of  dental caries, periodontal status, malocclusion, 
gingival status, dental fluorosis, dental trauma, dental erosion, oro mucosal lesion 
and denture. 
 To evaluate the treatment needs of population of  Madurai district. 
 
MATERIALS AND METHODS: 
 A cross sectional survey was conducted on 1500 population of Madurai district. After 
obtaining the informed consent  from the participants oral health status was assessed using World 
Health Organisation (WHO) proforma 2013. Statistical analysis was done using Statistical 
Package for Social Sciences (SPSS Inc., Chicago, IL, version 22.0 for Windows).  
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RESULTS : 
 The result of the present study shows higher prevalence of oral problems in Madurai 
population with mean DMFT (urban-2,rural-6),gingival bleeding (urban-53%,rural-95%), 
periodontal pocket (urban-9%, rural-36%), loss of attachment (urban-3%, rural-36%), fluorosis 
(urban-Questionable-0.7%, verymild-5.2%, Mild-8%, Moderate-5%, severe-0.9%, rural-0%), 
dental erosion (urban-enamel lesion-0.6%, rural-0%), dental trauma (urban-Enamel fracture-1%, 
rural- Enamel fracture-8%, Enamel and dentin fracture-4.4%, pulp involvement-5.2%), oral 
mucosal lesion (urban-0%, rural-2%), Denture(urban-2.1%, rural-0%), Intervention urgency 
(urban Preventive treatment- 67%, Prompt treatment-33.2%, rural- Preventive treatment-3%, 
Prompt treatment-92%, immediate treatment- 5.2%). 
CONCLUSION:  
 This Study gives an idea of  prevalence of oral diseases in Madurai district. The Madurai 
population  have more of  Dental caries, Periodontal disease ,fluorosis, less prevalence of  Dental 
erosion, Dental trauma, oral ulceration. But  there is no oral cancer subjects. The high prevalence 
of oral disease indicates the poor awareness about the oral health. 
PUBLIC HEALTH SIGNIFICANCE: 
 As a Public health dentist, there is need to create awareness about existing oral health 
problems and provide remedy. 
Keywords: Oral Health Status, General population, Treatment Needs, Madurai  
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INTRODUCTION 
  Health   is  one  of  the  most  valuable  assets, one can possess. It is important for every 
person as an individual and for every country as a whole
1
. Oral health is an integral part of 
general  health  which  has  an  impact on  both  Physical  and  Psychological  state
2
. Maintaining 
good oral health means being free from pain and infirmity in the oral and facial regions  i.e  
absence of  oral ulcers, free from periodontal disease , tooth loss, Dental caries and  many other 
disease and disorders that affect oral cavity. Though,  the oral  diseases  affect  oral and   peri  
oral  structures directly, their consequences  have greater impact on the other systems in the  
body  hence  which are  considered as major public health problems
3
. 
 Poor oral hygiene, unacceptable dietary habits, tobacco usage and alcohol consumption 
are  considered  as  high risk  behavior  for  poor oral health. Generally, people neglect oral 
health mainly as it does not cause mortality, lack of awareness on oral disease and inadequate 
availability of  dental services. The concept of  prevention  and  oral health promotion  
considered as paramount to improve the oral health by overcoming these barriers
4
. 
 India   is  the  second  most  populous country of the world and which comprises rural 
and urban population. These rural and urban areas differ in many ways like demography, 
economy, environment, social  structure  and  availability  of  resources. Though there is an 
improvement in oral health of urban population, still there is an   inequalities with respect to the 
oral health, utilization  of  the  services, treatment outcomes, health insurance coverage and oral 
health related quality of  life  in rural areas
1
. 
 People  living in rural areas  likely  to be  poor,  health literacy is less., lower educational 
level, poor use of health services than the urban area. Government  and  Non governmental  
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organizations should take steps to reduce oral health inequalities through the primary health care 
services
5
. 
 As  per the WHO data year 2000 , India has Dental caries and periodontal disease around  
50-60%  and  90-100%  adult  population respectively. 19% of the people aged between 65-74 
years  where edentulous
6
. The above mentioned data are old and there is no complete new data 
about Indian population on oral health. The  existing  studies  focussed  only on school children 
and not on all the age groups
7
. Information related to oral health of  Indian population  is  needed  
for  the  policy maker  to  plan oral   health  Programme  to  curb  the  Oral diseases and to 
improve the oral health, there by inequalities could be removed.  
 The existing  studies related to Madurai do  not  give complete picture of  the oral health 
of  Madurai people as no studies have been conducted based on Index age groups in Madurai 
district  which  could  be the first study to give complete information of oral health of  the rural 
and urban people.
5 
Hence attempt was made to assess the prevalence of oral disease and 
treatment needs among 5 years, 12 years,15 years, 35-44 years and 65-74 years age group 
population residing in rural and urban areas of  Madurai district, Tamilnadu. 
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AIM AND OBJECTIVES 
AIM:               
               To   assess  the  oral health status and  treatment needs of  population of  Madurai 
district. 
OBJECTIVES: 
 To   evaluate  the  prevalence of  dental caries, periodontal status, malocclusion, 
gingival status, dental fluorosis, dental trauma, dental erosion, oro mucosal lesion 
and denture. 
 To evaluate the treatment needs of  population of  Madurai district. 
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                                                          REVIEW OF LITERATURE 
 In 1973, Leif  arne heloe et al., the  study  aimed  Oral health  and  dental treatment 
needs  were investigated  in  216  disadvantaged, rural  dwellers  aged  20 to 60 years. Oral 
health   was   generally  poor. One-third of  the  group  was  edentulous, while tbe  dentulous 
persons  had  an  average of  13  remaining  teeth. Every  second   dcntulous   person  had  one or 
more residual roots. Hence the  study concluded  that 96 % of  the  group needed  some 
treatment. Prosthetic treatment   was  the  most  frequent  requirement  and applied  to  69 % of  
the group. The   estimated  total  treatment  time  per  individual  averaged  255 minutes. The 
time  estimates  varied  markedly with  age and  treatment  pattern. 
 In 1986,  Pilot  T et al.,  the  study  aimed  at  28 CPITN  surveys  in  24 countries  for  
the  age group  35-44 yrs , stored in the WHO Global oral data bank as of  1
st    
july  1986  are 
assembled  in  an overview  presenting,  percentages of  persons  according  to the  highest score 
for  each  person, the estimated  national  percentages of  edentulousness  and  the  mean 
numbers  of  sextant  affected  per person. Hence it is concluded that  for  a  large majority in 
most of  the  populations observed, the progress of  periodontal disease  has been  slow and 
seems to be compatible with retention of a natural dentition until atleast  the  age of  50. 
 In 1987, Pilot T et al,  the study  aimed  at  61 CPITN surveys  in  39 countries  for  the  
age group 15-19 yr , stored in the  WHO  global oral Data bank as of 1
st
 july 1987 , are 
assembled  in  an overview showing percentages of  persons according to the highest score for 
each person and the mean numbers of sextants affected  per  person. The most frequently 
observed condition was score 2(calculus with or without bleeding), although some shallow 
pocketing of  4 or 5mm  was  present  in  most  populations  surveyed. Hence it is concluded that 
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the  major thrust of  activities  in  periodontal care should  be  in  health promotion and 
education, leading to improved oral hygiene.  
 In 1989,  Athanassouli  T et al., a  study  conducted  on  epidemiological study  of 
dental caries, periodontal disease, and oral hygiene status in 736 employed  adults  aged 19-64 
yr, was  conducted  in  Athens, Greece. Dental caries was found  to  be  prevalent, affecting 
almost  the  entire population examined. Hence the study concluded  that the effective dental care 
is needed for the improvement of oral health status of the adult population. 
 In 2002, clemencia m. vargas et al., the study aimed  to  present  information on the 
effects of rural residence on oral health in the United States. The authors conducted their 
analyses using data from adults aged 18 to 64 years from the 1995, 1997 and 1998 National 
Health Interview Surveys  and  the Third National Health and Nutritional Examination Survey, 
1988-94. The authors present national estimates for various oral health status indicators 
including dental insurance coverage, unmet care needs, frequency of dental visits, caries 
experience and  prevalence of  edentulism  by rural/urban residence. Hence the study concluded 
that  Oral health disparities exist among U.S. adults living in rural and urban areas. Compared 
with urban residents, rural residents were less likely to report a dental visit in the past year and 
were more likely to be edentulous. 
 In 2002, Dash J.k et al., the study aimed an epidemiological investigation was carried 
out  to  know  the prevalence of  Dental Caries  amongst  1257 children  in  the  age group of  5, 
8, 1 I & 15 years respectively attending schools in the city of  cuttack,  Orissa. The examination 
was  carried out  under natural light and dental caries was diagnosed according to W.H.O. 
Criteria 1983. The point   prevalence of  dental caries was recorded to be 64.3% with an average  
DMFT of  2. 38. Hence the study concluded  that  prevalence consistently increased from 5 years 
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to 8 years age group and subsequently decreased at 11 years and 15 years age. Regarding  
treatment  needs, 63.6% children required dental treatment for various reason and it is in 
accordance with dental caries prevalence of different age group. 
 In 2004, Benoit Varenne et al., the study aimed to analyse  the oral health status of 
children  and  adults  in  rural and  urban areas of  Burkina Faso; to  provide  epidemiological 
data for planning and evaluation of oral health care programmes. This was a Cross sectional 
survey including  different ethnic and  socio-economic groups. Multistage cluster sampling of 
households in  urban areas and random samples of participants selected based on the recent 
population census in rural areas. The final study  population  covered  four age groups: 6 years (n 
= 424), 12 years (n = 505), 18 years (n = 492) and 35–44 years (n = 493). Clinical oral health 
data collected according to WHO methodology and criteria. Hence the study concluded that 
Health authorities should strengthen the implementation of community-based oral disease 
prevention  and  health promotion  programmes  rather  than  traditional curative care. 
 In 2004,  Dilip G Pol et al.,  the  study  aimed  to assess  the  periodontal status  of  rural 
and  urban areas  of  solapur  district  of  Maharashtra state using  CPITN criteria. 185 
individuals  of  either  sex  of   the  ages  between  6 to 65 years and  above  was  examined  from 
various  rural and urban  regions of  solapur district. Out  of  185 individuals  were examined, 60 
individuals were examined from  rural regions, while 125 individuals  were examined from the 
urban regions. Hence the study concluded to achieve the  goal  of  oral health  by  2010 A.D 
there is a need to change the attitude of  public as well as the dentist and also make them  aware 
that oral disease are preventable and reversible in the intial stages. 
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 In 2005, Sudha P et al., the  study aimed  the  prevalence of  dental caries  was  under 
taken  in  5-13 year old children  from  Mangalore city. A  total of   524 children  was  examined. 
The sample consisted  of  193, 160  and 171 children  in the 5-7, 8-10,11-13 years of age group 
respectively. Dental caries  was  examined  visually  and  observations were recorded. Silness 
and  Loe plaque index , Loe and silness gingival index  were used to record the periodontal 
status.  Hence the study concluded  that  prevalence of   dental caries was  highest  in 5-7 year 
age group compared to 8-10 years and 11-13 years age groups. The increasing prevalence of 
dental caries needs dental health programmes, which target the specific  segments of  the  
population. 
 
 In 2006, Ulla Krustrup et al., the study aimed  to assess  the  periodontal health status  
in the  Danish adult population and to analyze  how  the  level of  periodontal health is associated 
with  age, gender, urbanization, socio-economic factors, and  dental  visiting  habits; 
Furthermore, to compare the periodontal health status of  Danish adults with that of adults in 
other industrialized countries. This  was  a cross-sectional study of  a random sample of  1,115 
Danish adults  aged  35-/44 years  and  65-/74 years. Data were collected by means of  personal 
interviews and by clinical examinations in accordance with the World Health Organization Basic 
Methods Criteria. The study concluded that Reorientation of the Danish dental health-care 
services is  needed  with further emphasis on preventive care, and  public health programs should 
focus on risk factors shared by chronic diseases in order to improve the periodontal health of 
Danish adults. 
 In 2007, S. Gokalp et al., the  study  aimed to estimate the  severity of   dental caries  
and  the periodontal status of children and adults. This was a cross sectional study was 
undertaken between  September 2004  and  February 2005. The Turkish Statistics Institute (TSI) 
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selected a representative sample using  the  proportional  stratified sampling method. The 
selected ages/age groups were 5, 12, 15, 35-44 and 65-74. At the end of the study, 7,833 
individuals had been reached. Dental students were calibrated and examinations were done 
according to World Health Organization (WHO) guidelines during  home visits. Hence the study 
concluded  that  Community-based oral disease prevention programs are needed  urgently for the 
promotion of  oral health  in Turkey. 
 In 2007, Hossein Hessari et al., the study aimed  the oral health status of 18-year old 
Iranians in relation to their gender, place of  residence and level of education. Thirty-three 
calibrated examiners in 2002 collected data as part of a national survey, according to World 
Health Organization criteria  for  sampling  and  clinical diagnosis, across 28 provinces. The 
study sample was 4,448; male- 2,021 and female- 2,427 made up of urban- 2,564 and rural- 
1,884. Oral health status was assessed in terms of  number of  teeth, decayed teeth (DT), filled 
teeth (FT), decayed, missing or filled teeth (DMFT), community periodontal index and plaque 
index.  Hence the study concluded  that , a  majority of  18-year-old Iranians  seems  to enjoy a 
full dentition. High prevalence of dental plaque, calculus, periodontal pockets and untreated 
dental caries especially among underprivileged groups may put them at risk for tooth loss in 
adulthood. 
 In  2009, Pradhan s et al ., the study aimed  to assess  the  periodontal status  of  rural 
Nepalese  population  aged  35-44 years using  Community Periodontal Index (CPI) and  to 
analyze oral hygiene status  of  the  population according  to  methods  used  for  maintaining  
oral hygiene. In 1998, 300 residents of  appropriate age  was  examined  to assess  their  
periodontal status with Community Periodontal Index (CPI) and  Loss of Attachment (LOA). 
Basic demographic information was also collected according to WHO (World Health 
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Organization)   proforma .  Hence  the study  concluded  that  the  prevalence of  periodontal 
disease in  35 – 44 year old  was  high  in  this  epidemiological study  for  periodontal disease 
with CPI and LOA. Poorer periodontal health was observed in males, smokers with some 
chewing habits  and  with  poor plaque score. 
 In  2009, T Singh et al., the  study  aimed  to understand the epidemiological profile of 
periodontal disease  in  rural population of   Belgaum district, India. 1680 dentate adult subjects 
were examined from 12 villages in Belgaum district, Karnataka, India, for prevalence of 
periodontal status and their treatment needs by using Community Periodontal Index for 
Treatment Needs (CPITN)   indicing   system. Subjects were drawn from the age groups  of  15-
19 yrs, 20-29 yrs, 30-34 yrs, 45-60 yrs and 61 yrs & above. Hence the study indicates increase 
prevalence of  periodontal diseases and aggressive treatment  needs as  the  age progresses  in the 
rural population. Therefore, adequate awareness regarding oral hygiene and importance on 
primary prevention could help in reducing the prevalence of  periodontal disease to a great 
extent. 
 In 2009, Mehta R et al.,  the study aimed to determine the prevalence of  periodontal 
diseases, in regards to age and gender of  urban and rural population in West Bengal state from 
its  different districts. 22 542 subjects  aged  15 years onwards , representative of  rural and urban 
areas of West Bengal were examined for their periodontal conditions using the community 
periodontal index (CPI). Hence the study concluded that the severe periodontal condition is 
observed among rural males in older age group more than its urban counterparts of  West 
Bengal,India.  
 In 2010. Vikram Bansal et al., the study aimed to determine the oral health status and 
treatment needs of subjects aged 60 years and above. The study was conducted in 10 elders’ 
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homes of Ambala division on subjects 60 years or older. Modified WHO format (1997) was 
used. All the subjects present in the elders’ home on the day of examination were included. One 
hundred and fifty-two subjects were examined. Hence the study concluded that education 
regarding maintenance of oral hygiene and regular dental check up should be stressed for the 
elders. Dental care, especially prosthetic care, should be focused upon. 
 In 2010, S.Gokalp et al., the study  aimed to estimate the severity of dental caries and 
the periodontal status of children and adults. This crosssectional study was undertaken between 
September 2004 and February 2005. The Turkish Statistics Institute (TSI) selected a 
representative sample using the proportional stratified sampling method. The selected ages/age 
groups were 5, 12, 15, 35-44 and 65-74. At the end of the study, 7,833 individuals had been 
reached. Dental students were calibrated and examinations were done according to World Health 
Organization (WHO) guidelines during home visits.Community-based oral disease prevention 
programs are needed urgently for the promotion of oral health in Turkey. 
 In 2012, Ami M Maru et al., the study aimed to assess the oral health status and dental 
treatment needs of  a rural Indian population. The study population consists  of 189 volunteer 
subjects with a mean age of 34.9 ± 14.2 years and 54% males. Decayed, missing due to caries 
and filled teeth (DMFT) and tooth surfaces (DMFS) assessed the dental caries experience. 
Structured interviews collected data on perception of  health including oral health, oral hygiene 
practices and snacking habits. Hence the study concluded that high levels of  dental caries as 
well as dental treatment needs among the study participants. 
 In 2013, Fotedar shailee et al., the study aimed to assess the dental caries, periodontal 
health, and malocclusion of school children aged 12 and 15 years in Shimla city and to compare 
them in government and private schools. A cross-sectional study of 12- and 15-year-old children 
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in government and private schools were conducted in Shimla city, Himachal Pradesh, India. A 
sample of 1011 school children (both males and females) was selected by a two-stage cluster 
sampling method. Clinical recordings of dental caries and malocclusion were done according to 
World Health Organization diagnostic criteria 1997. Periodontal health was assessed by 
Community Periodontal Index of Treatment Needs index. The data collected was analyzed by 
SPSS package 13. The statistical tests used were t-test and Chi-square tests. The caries 
experience of 12- and 15-year-old children was low but the prevalence of gingivitis and 
malocclusion was quite high. Effective oral health promotion strategies need to be implemented 
to improve the oral health of school children further in Shimla city. 
 In 2013, kumar s et al., the study aimed  to evaluate the effect of soft drink consumption on 
dental erosion amongst the workers working in various small scale soft drink factories located in South 
India and compare it with other factory workers. This was a cross sectional study done amongst 420 
workers (210 in soft drinks factory and 210 in other factories), in the age group of 20-45 years, working 
in various factories located in Karnataka.Index used for clinical examination was Eccles and Jenkins 
criteria.The workers working in soft drinks factory are at higher risk for developing dental erosion. 
Hence, the factory workers need to be educated about the harmful effects of excessive soft drink 
consumption. 
 In  2014,  Manu Batra et al., the  study  aimed  to  evaluate  the  periodontal  health 
status of  the  rural  Moradabad  population. A representative transversal study on 550 adults 
aged 20-49 years of  rural  Moradabad  was  conducted  from  February 2011 to June 2011. The 
survey was carried out  using a self‑designed questionnaire. Periodontal health was assessed 
using WHO criteria (1997).  Hence the study concluded that the current periodontal health status 
of rural adult population of Moradabad city can be attributed to low literacy along with socio 
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economic status and oral habits. To improve the periodontal health status of  the rural population 
of  Moradabad, it is suggested that a  community‑based  approach can be designed. 
 In 2014, S.Arun Kumar et al, the study aimed  to assess the oral health status and 
treatment needs of  5 and 12 year old rural school children with poor access to oral health care 
services. This was a  cross sectional survey  conducted among 5 and 12 year old children in 
Kaveripakkam  block of  Vellore district (n=184). The oral health status was recorded using 
WHO proforma 1997. Hence the study concluded that unmet treatment need was found to be 
high among these childrens. Providing oral health education at an early age along with school 
based preventive programs would help in improving the oral health status of rural school 
children with compromised access to oral health care services in Tamilnadu, India. 
 In  2015, Tegbir singh sekhon et al.,  conducted a study,  the prevalence pattern of 
periodontal disease in a rural population of Belgaum district, India, and identify the optimal 
treatment needs (TNs). This  was  a cross  sectional study  carried on 1680 dentate adult subjects, 
examined from 12 villages in Belgaum district, Karnataka, India  for  prevalence of  periodontal 
status and  their TNs (using Community Periodontal Index for Treatment Needs [CPITN]). 
Hence the study  concluded  that there is an increased prevalence of  periodontal diseases and 
TNs was observed. There is a need for initiating adequate awareness regarding oral hygiene, 
specifically primary prevention could  help in reducing the prevalence of  periodontal disease. 
 In 2015, Monika Bansal et al., the study aimed to determine the prevalence of  
periodontal diseases  and  treatment needs (TNs)  in a hospital‑based population. This was a 
cross sectional survey carried on  500 men and women (15-74 years) were recruited and 
periodontal  status  of  each  study  subject and  sextant  was evaluated on the basis of 
community periodontal index of  TNs, and   thereafter  TN  for  each subject  and  sextant  was  
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categorized on the  basis of  the  highest code  recorded  during  the  examination. Hence the 
study concluded  that  Periodontal diseases were found to be 96.30% in the study population and 
the results indicate that majority of the population need  primary and secondary level of  
preventive program to reduce the chances of initiation or progression of  periodontal diseases 
thereby improving their systemic health overall. 
 In 2015, Rajkumar Maurya et al ., the study aimed to assess oral health status & treatment 
needs  of   population  in  Jammu  and  Kashmir. Study  was conducted on 810 civilians in age group of 
18-50 years with mean age 30.8 years. The oral health screening  was  based on clinical examination 
using DMFT and CPITN Index as per WHO format. Hence the study concluded that there was increased  
prevalence of caries and  periodontal problem personnel residing in Jammu city. High need seems  to be 
due to lack of  time and  awareness about dental health, unfavorable environmental & difficult terrain. 
 In 2016, Maya Ramesh et al, the study aimed to evaluate the  prevalence of  DF in 
children residing in Salem  and also to  find any correlation between  DF and other related 
factors. One school from each block of Salem (total 21 blocks) was selected for the study. A 
single examiner had evaluated untreated caries, lesions, and DF (for permanent anterior teeth and 
molars) using  the Dean’s fluorosis index, in all children. Water fluoride level determination at 
each school was done using the Tamil Nadu Water Fluoridation and Drainage Board field kit. 
Other factors that may have contributed to DF were assessed using a questionnaire, which was 
provided to each student. The data obtained was  statistically analyzed using the SPSS software 
version 11.5.Hence the study concluded that there was a correlation between DF and factors such 
as male gender, bore well water consumption, black tea consumption and the duration of 
residence in a place with high water fluoride content. 
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 In 2016, Sahil Handa et al., the study aimed  to assess the oral health status and treatment needs 
of  urban and rural population of  Gurgaon Block, Gurgaon District, Haryana, India. This was a 
descriptive cross-sectional study was conducted among  810 urban and  rural subjects  belonging to index 
age groups of  5, 12, 15, 35-44 and 65-74  years  as recommended by WHO, in the city of Gurgaon, 
Haryana. The World Health Organization Oral Health Assessment Form (1997) was used for data 
collection in which clinical examination, soft and hard tissue findings as well as dentofacial anomalies 
were recorded. The subjects were selected by  multistage  random  sampling  and  examined throughout 
the area by a house to house survey. Hence the study concluded that   the dental health care needs are very 
high both in rural and urban areas in spite of  basic facilities available in urban areas. The professional 
and administrative attention  is required  both   in urban and rural areas. Gurgaon Block can be used as a 
model district to find the effectiveness of   programs in bringing down the oral diseases and maintenance 
of the oral health of the people on a long term basis. 
 In 2016,  Monica J  Mahajani et al.,  the  study  aimed  to evaluate  the epidemiological profile  
of  periodontal  health  status in rural population of central Maharashtra of  India.  A  total  of  1710  
dentate  adult  patients  were  examined from the villages  in  Hingoli,  Akola,  and  Pune districts of  the 
central Maharashtra, India, for occurrence of  periodontal disease, and  the treatment needs using 
community periodontal index of treatment needs (CPITN) inducing system. Patients were drawn from  
the age groups of  14-18 years, 19-28 years, 29-33 years, 44-59 years, and 60 years and overhead. Hence 
the study shows surge occurrence of  periodontal diseases, and  hostile treatment needs as the age  
progresses in the population of the rural area. Steadily higher prevalence of  periodontal disease (64%) 
and  treatment needs  were observed in rural populations of  central Maharashtra population. It concurs 
with absence of awareness among the individuals about periodontal health status. 
 In 2016,  Saurabh P. Kakade et al., the study aimed  to  assess the  normative oral health need 
of residents of  Nimbut village in Pune district of the state of  Maharashtra, India. This was a community-
based cross-sectional study , The World Health Organization (WHO) oral health assessment form 1997 
proforma was used to assess oral health status. Using systematic random sampling technique recruitment 
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of 625 (125 participants per ward of each WHO age group) was assessed for oral health status. Hence the 
study concluded that there is a  lack of awareness and motivation of  having  good oral health are the 
burning issues in this population. There is  a  need   for  primary  public oral health  measure to be made 
available to one who really needs it and that is in the rural parts of  India. Oral health program planning 
and intensive measures for implementation are must especially for rural India. 
 In 2016, Harpreet singh Grover et al., the study aimed  the  role of  various etiologic 
factors in periodontal disease has been investigated by means of epidemiologic surveys and 
clinical studies. The community periodontal index of  treatment needs (CPITN) provides a 
picture of the public health requirements in the periodontal field, which is essential for national 
oral health policy‑making and specific interventions. This study was conducted on 4000 
individuals  among  rural,  semi‑urban, and  metro population of Gurgaon District, Haryana 
State, to find out the oral health status and periodontal treatment needs (TNs) using CPITN 
index. Hence  the study  concluded  with a word of  hope and a word of  warning. Hope lies in 
the fact that the measurement of periodontal diseases by epidemiological study of this condition 
is improving and receiving wide spread attention. The warning lies in the varied nature of the 
condition which goes to make up periodontal disease and perplexing ways in which these 
conditions blend. In addition to dental practitioner, periodontist and public health workers must 
devote more time and effort  toward controlling periodontal disease than they seem to be 
devoting at present. 
 In 2016, Anusha Rajagopalan et al., the study aimed  to assess the Dental caries 
experience and  treatment needs  among  7-17 year old school children in  Madurai, Tamil Nadu, 
South India. This was a cross sectional study conducted on 1140 school going children in 
Madurai. The target population was  in  the age group  between  7-17 year  old  school children. 
A cluster sampling methodology was used. Each school which was selected through simple 
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random sampling was considered  a cluster. New clusters  were  included until the desired 
sample size was achieved. Prior to the start of the study ethical clearance was obtained from the 
scientific review board of  Saveetha University. Group informed consent was obtained from the 
respective school before examination. Examiners  were  trained and calibrated through a series of 
clinical training in the Department of Public Health Dentistry, Saveetha Dental College. 
Dentition status and treatment needs  index from the WHO oral health assessment form was 
used. From the raw data obtained a SiC index score was calculated. Data was analysed using 
SPSS software. Hence the study concluded that the caries experience among 7-17 year old 
school children was low compared to WHO- recommended values. Effective oral health 
promotion strategies need to be implemented to further improve the dental health of school 
children in Madurai city. 
 In 2017, Sujeet Khiste et al., the  study aimed  to evaluate the prevalence of  periodontal 
disease  in  the rural population of  Raigad district of  Maharashtra state  in India. 400 subjects  
from  Raigad district was  randomly examined for prevalence of periodontal disease. Subjects 
were divided into  following groups: 15-24 years, 25-44 years, 45-64 and 65-74 years. CPI score 
for  the selected individuals were recorded and the data was analyzed. Hence the study concluded 
that  there is a high prevalence of  periodontitis  in  the selected population. The severity of  
periodontitis  was  seen to increase with increase in age. 
 In 2017, Keerthiga Nagarajan et al., the study aimed  at  assessing the caries prevalence 
in a semi urban area in Kuwait, by estimating  the  DMFT status. This was a cross sectional 
study, 92 individuals belonging to Indian Origin of  age groups  ranging from 11 to 56 years 
were randomly selected and examined for prevalence of dental caries. Decayed-Missing-Filled 
Index ( DMF ) which was  introduced  by  Klein, Palmer and Knutson in 1938 and modified by 
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WHO  was used as a standard to assess the DMFT in permanent dentition in which 28  
permanent teeth are  examined  excluding the 3
rd
 molars. Dental probe and mouth mirror was 
used to examine the teeth for caries.  Hence the study concluded that the caries prevalence is 
moderate and caries severity is low, mean DMFT 2.195. Oral hygiene awareness  programmes 
and caries prevention  programmes  need to be conducted to instigate more awareness. 
 In 2018, Suganti saraswati et al.,the study aimed to assess and record the prevalence of 
traumatic injuries to the permanent dentition in 8-12 year children in urban and rural areas of 
district Rohtak and to ascertain the percentage of children seeking treatment . Out of 2000 school 
children, 323 children had suffered injury to permanent anterior teeth. Dental injuries are 
preventable and preventive and promotive programmers should be encouraged to reduce the 
prevalence of dental injuries in children. Public Health Education regarding the epidemiology of 
dental injuries and its prevention through health promotion may play a major role in reducing the 
prevalence of traumatic dental injury and avoiding the cost of treatment in developing countries. 
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MATERIALS AND METHODS 
A   cross sectional  study  was  conducted  to  assess  the  oral health status  and  
treatment needs of  population of  Madurai district. 
STUDY AREA 
 Madurai  is  a  major city and cultural headquarters  in  the  state of  Tamil Nadu in 
India.
8 
The city is divided  into four zones  by  the  municipal corporation  of   Madurai east, 
west,  south,  north  for  the  purpose  of  administration
9
. Census report of the year 2011 
revealed  that  Madurai district  has a population of  30,38,252 up from 25,78,201 in the 2001 
census, with a growth rate of 17.95%. It has a gender-ratio of  990 females for every 1,000 
males. Madurai district is having administrative divisions of 7 taluks, 13 blocks and  670 
villages
10
.  
 
                            Figure 1: Map showing Madurai district blocks 
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ETHICAL APPROVAL & INFORMED CONSENT: 
 The  synopsis  of  the  proposed  research  was  prepared  and  submitted  to the 
Institutional Review Board Best Dental Science College, Madurai. Approval   was  granted  by 
the  members of  the Institutional Review Board  by  scrutinising , technical  and  ethical 
elements to conduct the research. Informed consent from participants was obtained  before the 
subjects  were  included  in  the  study. Participation   in  this  study  was purely on voluntary 
basis and they were allowed to quit  out from the study at any time as they wish. It was 
emphasized that strict confidentiality  would be  maintained  at  all times  and  that  no names or 
personal details will be used in the write up of  the study. 
STUDY POPULATION: 
 Madurai district has a population around 30,38,252. Males –1,526,475, Females- 
1,511,777. Study population was selected from general population in Madurai district from 
North, East, West and south Zone (n= 1500). Study population includes all index age groups 5, 
12, 15, 35-44, 65-74 years. The study was conducted during the period of  June 2018 to 
November  2018. 
ELIGIBILITY CRITERIA 
Inclusion criteria: 
• Participants who were willing to participate in the study. 
• Permanent residents residing for atleast last 10 years at Madurai district in the 
indexed age groups.  
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Exclusion criteria: 
 Subjects  who were suffering from any systemic diseases 
  Subjects who  were  not able to open their  mouth were excluded from the study. 
TRAINING AND CALIBRATION OF THE EXAMINER 
 Training exercises were first carried out on  out patients  under the under the guidance of 
a trained person. Department of Public Health Dentistry Best Dental Science College and 
Hospital, Madurai.. Twenty subjects were examined to assess the consistency of intra-examiner 
reproducibility. Patients were reexamined after one hour. Intra examiner reliability was 
determined using Cohan’s Kappa coefficients. A value of   0.82 was attained for caries diagnosis. 
0.92, 0.9 and 1 were the values attained for the diagnosis of plaque, calculus and  bleeding on 
probing respectively. The Inter examiner reliability was assessed using Cronbach’s α. The result 
of the pilot study showed a good consistency with α values higher than 0.9. The agreement for 
most assessments  was  expected  to  be excellent. Initial training and calibration of the 
examiners  was  followed  by a  pilot study  to check for the feasibility. The oral health status 
was  sassessed  using  WHO Oral Health assessment form 2013. 
SOURCE OF DATA: 
Data collected  were  primary in nature. Data  were collected by 
1) Face to face structured interview for recording the demographic details and subjective 
perception employing the WHO Questionnaire for self assessment for oral health. 
2)  Clinical examination assessing the oral health  using  WHO oral health  proforma 2013 using  
Type III clinical examination.(ADA specification). 
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PILOT STUDY:  
  Pilot study was conducted to check the feasibility and estimate the sample size of 
the  study. The Village  Othakadai  was selected for Pilot study. The pilot study  included  two 
index age groups 5 & 12 years. A total of   50 subjects were   selected ,  25 in each index age 
group i.e 5 & 12 years  from the general population of Madurai district. The oral health status 
was recorded following the WHO 2013 Proforma  guidelines. The subjects were seated 
comfortably on an ordinary chair and examined using natural light. Oral examinations were 
conducted using a plain mouth mirror and a CPI probe. The examination was done by the 
calibrated examiner. The recording was done by the recording assistant, by made them sit closer 
to  the  patient  for  it  to be more clear and audible. Prevalence  of  oral disease  in general for 
the  index age group of  5 & 12 years  was  80%.  
ARMAMENTARIUM:   
 
  The following instruments were used for the study:  
 
                     1. Plane mouth mirrors  
                     2. Community Periodontal Index (CPI) probes  
                     3. Tweezers  
                     4. Cotton holder  
                     5. Sterilized cotton rolls  
                     6. Kidney trays  
                     7. Disposable gloves  
                     8. Disposable mouth masks  
                     9. Korsolex solution  
                    10. Dettol hand wash  
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                   11. WHO Proformas. 
 
                   12. Torch 
 
SAMPLE SIZE CALCULATION:  
 SS  =   Z
2   
× PQ 
 
      =  4×.82 × (1-.82)   = 1476 = 1500 
 
Z = z value (e.g 1.96 for  95% confidence level) 
P = Prevalence of disease 
Q = 1- P 
L
2   =  
Margin of error 
As per the Basic Oral Health Survey (WHO):
11 
Urban:   
              4 sites in the capital city or metropolitan area                  
              2 sites in each of  2 large towns  
                                       Urban 
 
 
 
 
 
NNNN 
 
 
 
 
 
.02×.02 
     L2 
     Capital city Two large town 
                      4 sites 
             (  North, South, East, West)  
Town -1    Town-2 
    Site-1       Site-2     Site-1       Site-2 
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Rural:  
               1 site in each of  4 villages in different regions  
                              Rural  ( 4 villages) 
 
 
 
 
              
                        In one site sample for one index age group is 25 
In Urban: 
                 For one index age group          4× 25 = 100 
                For five index age group           5× 100 =                   500 
In Town 
                 For one index age group          2×2×25=100 
                 For five index age group            5× 100 =                  500 
In Village 
                For one index age group             4×25 =  100 
                For five index age group            5× 100 =                    500 
                                             Total sample =                                1500 
 
 
1 
   2 3 
4 
4       North south East     West 
                                                                                              Materials and methods 
 
24 
 
SAMPLING METHODOLOGY: 
  “Multistage cluster sampling”   was   employed   to   arrive   the   sample size  of  
1500. In  this sampling technique Madurai district is divided in to Urban  and  Rural  for  
administrative purpose. The Urban area is further divided in to City and Towns. 
SAMPLING AT CITY: 
 The  areas  that  come  under   Madurai corporation limits  were considered  as  Madurai 
city. The  Madurai city was divided into North, south, East, West zones. In every Zone one site is 
selected from which 25 subjects in each index age group were included , accounting  for  125 
subjects.  In each zone, households  were  randomly  selected  by using  simple random sampling 
technique. subjects belonging  to index age groups  were included  from the selected households. 
this was carried on till the  desired samples in each  index age groups was attained.  
                                  
                                             North (Bibikulam)  -  125 
                                              South (Anna Nagar) - 125 
                                              East  (Villapuram)   - 125 
                                              West  (SS.Colony)   - 125 
                                                                 Total  =  500 
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SAMPLING AT TOWNS:  
 Madurai  district  has  total  of  13  panchayat   towns. From four Zones , two large towns  
were randomly  selected .  In each town , 2 sites were randomly selected and from each site 25 
subjects per index age group were included in the study. In each zone, households  were  
randomly  selected  by using  simple random sampling technique. subjects belonging  to index 
age groups were included from the selected households. This was carried on till the  desired 
samples in each  index age groups was attained. 
                       Madurai East ( Melur)  –         Site I (Othapatti =125)                   
                                                                   Site II (Navinipatti =125)  =           250 
                       Madurai West (Usilampatti) –  Site I  (Pappapatti = 125) 
                                                                   Site II (Chellampatti = 125) =         250 
 
SAMPLE AT VILLAGES: 
 Madurai district has total of  431 village panchayat (census 2011), four villages were 
randomly selected from different region (north, east, west, and south). From each village 
randomly one site was selected. The selected villages were   Attipatty,  Andipatti, Arasapatti, 
Thirunagar. 25 subjects per index age group were included  accounting  for  125 subjects  per 
zone following the above mentioned protocol. A total of 500 subjects were selected from four 
villages.(4× 125 = 500). 
 Hence  A total  of  1500 subjects of  index age group were attained from  urban city 
 ( 500) , urban Town ( 500) and villages ( 500). They were considered as study subjects. 
                   
 
500 
             500 
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STUDY PROCEDURE: 
 
 Data   were  primary in nature  and was called through 
               1) face to  face  structured  interview   2) clinical examination 
 
1. STRUCTURED INTERVIEW: 
 
 The study participant were interviewed  using  WHO Oral Health Questionnaire for 
adults  and  children  which  aim to asses Self- assessment of oral health. The Questionnaire for 
adults and children contains 14-16 items. For 5 years  children,  parents were involved in 
interview and collection of data. For 12 years and adolescents were individually participated in 
interview and collection of data.. The structured interview was conducted in local language using 
simple, comprehensive terms. A  single  investigator conducted all the interviews, 10 minutes 
were  used to interview each individual. 
 2. CLINICAL EXAMINATION:  
 
  Type III  examination  (ADA specification) was employed by using  mirror and 
probe in a trained calibrated examiner. The subjects were made seated comfortably on an 
ordinary chair and examined using natural light. The examinations were carried without cleaning 
or drying of the teeth, by using number 4 plane dental mouth mirror, and a specially designed 
lightweight CPITN-C probe (Clinical) with a 0.5 mm ball tip  and  with a black band between 3.5 
and 5.5 mm and rings at 8.5 and 11.5 mm from the ball tip. The oral health status was assessed 
using   WHO Oral Health assessment form 2013. The recording was done by an assistant.  
WHO ORAL HEALTH ASSESSMENT FORM (2013 ):  
 The WHO proforma  ( 2013)  was   used  for  the assessment of  the oral health of the 
participants to facilitate comparison of  the present sudy  findings with  National and 
International studies. WHO  proforma  provides  essential,  information on the organisation  and  
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planning of  oral health carried out for assessment  of oral health status of  a population. General 
information, extraoral examination and intraoral examination were done for all the participants. 
The intraoral examination  include  examination of  oral mucosa, enamel opacities/hypoplasia, 
dental fluorosis, dental erosion, periodontal status, loss of attachment, dentition status and 
treatment needs. 
INFECTION CONTROL:  
 An asepsis protocol was developed and strict procedures were followed for 
infection control. Sufficient number of  instruments were carried to the examination site to avoid 
interruption during the study. Cold sterilization method was followed using Korsolex chemical 
solution (Glutaraldehyde – 7.0 grams, 6-dihydroxy 2, 5-Dioxahexane – 8.2 grams and 
Polymethylol urea derivatives – 17.6 grams). One part of Korsolex is diluted to nine parts of 
clean tap water to get 10% solution, into which, pre-rinsed instruments were immersed for a 
minimum of 30 minutes before being reused, if needed. Used instruments were placed in the 
disinfectant solution, then washed and drained well before re-sterilization. After end of each day 
examination, all  the  instruments  were autoclaved. 
STATISTICAL ANALYSIS 
 The results are based  upon  the data obtained  from  1500  participants. The data 
obtained   in  the present survey were compiled and organized systematically. A master table was 
prepared. The entered data were checked for consistency. Data set was subdivided and 
distributed meaningfully in individual tables. Data analysis was done with the help of computer 
using Statistical Package for Social Sciences (SPSS) IBM SPSS statistics version 21.0. Armonk, 
New York. Percentages  and  chi square test  are   used  for  the data analysis. 
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PHOTOGRAPHS 
            FIGURE 2 : STUDY SETTING – MADURAI  DISTRICT  POPULATION  
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                        FIGURE 4 : PARTICIPANT SIGNING  INFORMED CONSENT 
 
 
 
 
 
 
FIGURE 5:  QUESTIONNAIRE TO THE PARTICIPANT 
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FIGURE 6: CLINICAL EXAMINATION OF THE PARTICIPANT 
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  FIGURE 7: RECORDING WAS   DONE  BY  THE  RECORDING ASSISTANT 
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RESULTS 
Table1: Distribution of  study subjects  according  to age, gender and location:  
 
 
Table 1(A): Distribution  of  study subjects  with  gender  and  location: 
Gender Urban Rural Total Chi sq. P 
Male 506 244 750  
0.6 
 
0.7 female 494 256 750 
Total 1000 500 1500 
 
  
 
 
 
AGE URBAN (n=1000) RURAL(n=500) 
 Male Female Male Female 
 No. % No. % No. % No. % 
5 88 44.0 112 56.0 30 30.0 70 70.0 
12 99 49.5 101 50.5 100 100.0 0 0.00 
15 109 54.5 91 45.5 40 40.0 60 60.0 
35-44 100 50.0 100 50.0 39 39.0 61 61.0 
65-74 110 55.0 90 45.0 35 35.0 65 65.0 
Total 1000 500 
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                       Graph1: Distribution of subjects with gender and location: 
 
Table1 and Graph1: shows   distribution  of  study subjects  according  to  age,  gender  and  
location. In  urban population  in  5 years  age group, 44%  were  males  and  56% were  females  
where as in  rural population 30% were  males, 70% were females. In 5 years age group majority 
were females 112(56%)  in  urban and  rural  location.  
In 12 years age group, 99(49.5%) were males and 101(50.5%) were females. All the  participants  
in  rural area  were  male. In 15 years age group, 109(54.5%) and 40(40%) were males in urban 
and rural location respectively, likewise 91(45.5%) and  60(60%) were females in urban and 
rural location respectively. In 35-44 years, there was an equal distribution of  males  and  females 
in urban location. In rural (n=100), 39% were  males and 61% were females. In 65-74 years, 
among urban population, 110(55%) of   the study participants  were  males, 90(45%) of  the 
study participants were females, where as in rural  35%  were  males  and  65%  were  females. 
 Table 1(A) shows gender wise distribution of study participants with respect to the 
location. In urban location majority were males 506(50.6%) where as in rural location majority 
0
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were females 256 (51.2%).The gender difference between the locations is statistically not 
significant  p>0.05. 
Table 2: Distribution of subjects with socio economic status according to location: 
SES Urban Rural Total Chi sq. P 
I (Upper) - -    
II (Upper 
middle) 
479 0 479  
1496 
 
0.001 
III (Lower 
middle) 
520 0 520 
IV (Upper 
lower) 
1 477 478 
V (Lower) 0 23 23   
Total 1000 500 1500 
 
Graph 2: Distribution of subjects with socio economic status according to location: 
  
 
Table 2 and Graph 2  shows  socio economic status of the study participants. In urban majority 
of them belonged to lower middle class (III) 520(52%) followed by 47.9% in upper middle class. 
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In rural majority 477(95.4%)   belonged  to  upper lower (IV)  and  only 23(4.6%) were in lower 
class (V).This difference between the rural and urban location was statistical significance with a 
p value 0.001. 
Table:3 Caries experience (DMFT score) among the study participants in various index age 
groups: 
AGE URBAN RURAL 
 Mean S.D Mean S.D 
5 2.09 2.107 6.87 5.006 
12 0.61 0.547 6.16 3.87 
15 0.86 0.857 0.84 0.884 
35-44 2.8 2.08 5.07 2.306 
65-74 3.57 5.324 10.74 5.395 
Total 2 2.2 6 3.5 
 
                   Graph 3: Showing Mean DMFT according to age and location: 
 
 
 Table 3 and Graph 3 shows mean number of  decayed, missing, filled teeth. In 5 years , 
urban (n=200) subjects mean DMFT is 2.09 ±2.107, In rural(n=100) the mean DMFT is 6.87± 
0
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5.006. In 12 years urban (n=200) subjects mean DMFT is 0.61±0.547, rural (n=100) subjects 
mean DMFT is 6.16±3.87. In 15 years urban (n=200) subjects mean DMFT is 0.86±0.857, In 
rural(n=100) subjects mean DMFT is 0.84±0.884. In 35-44 years, urban (n=200)subjects  the 
mean DMFT  is 2.8± 2.08, In rural (n=100) subjects  mean DMFT is 5.07±2.306. Majority of 
mean DMFT is seen in rural compared to urban. In 65-74 years, urban (n=200) subjects the mean 
DMFT is 3.57±5.324, In rural (n=100) subjects the mean DMFT is 10.74±5.395. Rural 
population had maximum number of   mean DMFT when compared to urban subjects. 
Table:4  Gingival bleeding  status  among the study participants: 
 
 
 
 
U
R
B
A
N
 
Age group 
(in years) 
Present Absent 
 No. % No. % 
5 - - 200 100.0 
12 120 60.0 80 40.0 
15 108 54.0 92 46.0 
35-44 164 82.0 36 18.0 
65-74 142 71.0 58 29.0 
R
U
R
A
L
 
5 100 100.0 - - 
12 100 100.0 - - 
15 79 79.0 21 21.0 
35-44 100 100.0 - - 
65-74 97 97.0 3 3.0 
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Table 4(A): Distribution of subjects with gingival bleeding according to location: 
Gingival 
bleeding 
Urban Rural Total Chi sq. P 
Present 534 476 1010  
264.8 
 
0.001 Absent 466 24 490 
Total 1000 500 1500 
 
Graph 4: Distribution of subjects with gingival bleeding according to location: 
 
 
 Table 4 and Graph 4 shows gingival bleeding status among the study participants. In 
urban, majority of  the  study participants with gingival bleeding is observed among 35-44(82%) 
and 65-74(71%) followed by 15(54%), 12(60%) years index age group. There was no bleeding 
observed in 5 years index age group where as in rural, all the study participants in 5, 12 and 35-
44 had gingival bleeding   followed  by  65-74(97%),15(79%) years  index age group. 
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 Table 4(A) shows distribution of  subjects  with  gingival bleeding  according  to 
location. Majority of  subjects  with  gingival bleeding  seen in urban area 534(53.4%) compared 
to  rural area  476(95.2%).This difference is statistically significant with a p value 0.001. 
Table:5 Number and percentage of subjects with periodontal pocket according to  age 
group and location 
 
Table:5(A): Distribution of subjects with periodontal pocket according to location: 
Periodontal 
pockets 
Urban Rural Total Chi sq. p 
Present 90 181 271  
124.9 
 
0.001 absent 910 319 1229 
Total 1000 500 1500 
 
  
U
R
B
A
N
 
Age group 
(in years) 
Present Absent 
 No. % No. % 
5 - - 200 100.0 
12 - - 200 100.0 
15 - - 200 100.0 
35-44 24 12.0 176 88.0 
65-74 66 33.0 134 67.0 
R
U
R
A
L
 
5 - - 100 100.0 
12 - - 100 100.0 
15 5 5.0 95 95.0 
35-44 79 79.0 21 21.0 
65-74 97 97.0 3 3.0 
                                                                                                                        Results 
 
40 
 
Graph 5: Distribution of subjects with periodontal pocket according to location: 
 
Table 5 and Graph 5 shows  number  and  percentage  of  subjects  with  periodontal pocket  
according to age group and location. In urban, majority of  the study participants did not  have 
any periodontal pockets. Very few  among  35-44  and  65-74 years  age group  had  12% and 
33% of pockets  respectively where as in rural, majority of  the study participants with 
periodontal pocket  belonged to 35-44(79%)  and  almost the entire group in the age group of  
65-74 had pockets. Very negligent subjects (5%) in 15 years age group had pockets. No pockets 
were observed  in  5 and 12 years  index age group. 
 Table:5(A) shows distribution of subjects with periodontal pocket according to location. 
Among rural and urban area  majority of subjects with periodontal pocket were seen in rural area 
181(36.2%) compared to urban area 90(9%).This difference is statistically significant. 
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Table:6 Number and percentage of subjects with loss of  attachment according to age 
group and location: 
 
Table:6(A): Distribution of  study subjects with loss of attachment according to location: 
Loss of 
attachment 
Urban Rural Total Chi sq. P 
Present 34 181 215  
292.1 
 
0.001 absent 966 319 1285 
Total 1000 500 1500 
 
  
 
 
 
U
R
B
A
N
 
Age group 
(in years) 
Present Absent 
 No. % No. % 
5 - - 200 100.0 
12 - - 200 100.0 
15 - - 200 100.0 
35-44 26 13.0 174 87.0 
65-74 8 4.0 192 96.0 
R
U
R
A
L
 
5 - - 100 100.0 
12 - - 100 100.0 
15 5 5.0 95 95.0 
35-44 79 79.0 21 21.0 
65-74 97 97.0 3 3.0 
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Graph 6: Distribution of subjects with Loss of gingival attachment according to 
location: 
 
Table 6 and Graph 6  shows  number and  percentage of  subjects  with  loss of  attachment 
according to age group and location. In urban, few of  the study participants  had  loss of 
attachment in the  age group of 35-44(13%) followed by 65-74(4%) years  index age group. 
There was no loss of attachment observed in 5,12 and 15 years index age group. Where as in 
rural, majority of the study participants with  loss of attachment were between the age group of 
65-74(97%) and 35-44(79%) followed by 15(5%) years  index age group. There was no loss of 
attachment observed in  5 and 12 years  index age group. 
 Table:6(A) shows distribution of  subjects  with  loss of attachment  according to 
location. Majority of  subjects  with  loss of  attachment  seen  in rural area 181(36.2%) 
compared  to urban area 34(3.4%).This difference is  statistically  significant. 
 
 
0
20
40
60
80
100
120
140
160
180
200
5 12 15 35-44 65-74
100 100 95
21
3
present urban
present rural
absent urban
absent rural
                                                                                                                        Results 
 
43 
 
Table:7 Number and percentage of subjects with dental fluorosis according to age group 
and location: 
 
 
 
 
 
 
 
Age group 
 
Fluorosis 
Normal 
 
Questionabl
e 
Very mild Mild Moderate Severe 
No. % No. % No. % No. % No. % No. % 
U
R
B
A
N
 
5 200 100.0 - - - - - - - - - - 
12 171 85.5 - - 19 9.5 6 3.0 4 2.0 - - 
15 174 87.0 5 2.5 12 6.0 6 3.0 3 1.5 - - 
35-44 90 45.0 - - 7 3.5 53 26.5 40 20.0 8 4.0 
65-74 171 85.5 - - 14 7.0 13 6.5 1 0.5 1 0.5 
R
U
R
A
L
 
5 100 100.0 - - - - - - - - - - 
12 100 100.0 - - - - - - - - - - 
15 100 100.0 - - - - - - - - - - 
35-44 100 100.0 - - - - - - - - - - 
65-74 100 100.0 - - - - - - - - - - 
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Table 7(A): Distribution  of subjects with dental fluorosis according to location: 
Fluorosis Urban Rural Total Chi sq. P 
Normal 806 500 1306  
198.4 
 
0.001 Questionable 7 0 7 
Very mild 52 0 52 
Mild 78 0 78   
Moderate 48 0 48 
Severe 9 0 9 
total 1000 500  
 
Graph 7:Distribution of subjects with dental fluorosis according to location: 
 
 
 Table 7 and Graph 7  Shows  number  and  percentage of  subjects  with dental fluorosis  
according  to  age group and  location. In urban, 54% of  the study participants were affected 
with dental fluorosis  in which mild (26.5%), moderate (20%), severe (4%) and  very mild  
(3.5%)  among 35-44 years  index age group. 13% of the study participants were affected with 
dental fluorosis in which very mild (6%), mild (3%), Questionable (2.5%), mild (3%), 
moderate(1.5%)  among 15 years  index age group. 15% of the study  participants  were affected  
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with  dental fluorosis  in which very mild (7%), mild (6.5%), moderate and  severe (0.5%) 
among 65-74 years index age group. There is no fluorosis  is observed  in  5 years index age 
group  in urban  and  in  rural area no  index  age group  were  affected  with dental fluorosis. 
 Table 7(A) shows distribution of  subjects with dental fluorosis according to location. 
19.4% of the study participants were affected with fluorosis in urban location in which 
Questionable (0.7%), very mild (5.2%), mild (7.8%), moderate (4.8%) and severe (0.9%). There 
was no study participants were affected with fluorosis in rural area. This difference is  
statistically  significant. 
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Table:8 Number and percentage of subjects with dental erosion  according to age group 
and  location: 
 
 
Table:8(A): Distribution of subjects with dental erosion according to location: 
Erosion Urban Rural Total Chi sq. P 
No erosion 994 500 1494  
3.01 
 
0.001 Enamel 
lesion 
6 0 6 
Total 1000 500 1500 
 
 
 
age group 
 
Dental erosion 
No erosion  Enamel lesion Dentinal lesion Pulp involvement 
No. % No. % No. % No. % 
U
R
B
A
N
 
5 200 100.0 - - - - - - 
12 200 100.0 - - - - - - 
15 200 100.0 - - - - - - 
35-44 194 97.0 6 3.0 - - - - 
65-74 200 100.0 - - - - - - 
R
U
R
A
L
 
5 100 100.0 - - - - - - 
12 100 100.0 - - - - - - 
15 100 100.0 - - - - - - 
35-44 100 100.0 - - - - - - 
65-74 100 100.0 - - - - - - 
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Graph 8: Distribution of subjects with Dental erosion according to location: 
 
 
Table 8 and Graph 8 shows  number and  percentage of subjects with dental erosion according 
to age group and  location. Only 3% (enamel lesion) of the study participants were affected with 
dental erosion  among  35-44 years  index age group in urban location. In rural there is no dental 
erosion  is  seen among the study participants. 
Table: 8(A) shows  distribution of  subjects with dental erosion according to location. Only 6   
participants were affected with enamel lesion in urban location. This difference is statistically 
significant with a p value 0.001. 
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Table : 9  Number and percentage of subjects with dental trauma according to age group 
and location:  
 
 
 
 
 
 
 
Age group 
(in years) 
Dental trauma 
No signs Treated 
injury 
Enamel 
fracture 
Enamel and 
dentine 
fracture 
Pulp 
involvement 
No. % No. % No. % No. % No. % 
U
R
B
A
N
 
5 200 100.0 - - - - - - - - 
12 200 100.0 - - - - - - - - 
15 200 100.0 - - - - - - - - 
35-44 190 95.0 - - 10 5.0 - - - - 
65-74 200 100.0 - - - - - - - - 
R
U
R
A
L
 
5 54 54.0 - - 15 15.0 15 15.0 16 16.0 
12 67 67.0 - - 16 16.0 7 7.0 10 5.0 
15 93 93.0 - - 7 7.0 - - - - 
35-44 98 98.0 - - 2 2.0 - - - - 
65-74 100 100.0 - - - - - - - - 
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Table 9(A):  Distribution  of  subjects  with  Dental  trauma according to location: 
Trauma Urban Rural Total Chi sq. P 
No signs 990 412 1402  
 
 
 
153.8 
 
 
 
 
0.001 
Treated 
injury 
0 0 0 
Enamel 
fracture 
10 40 50 
Enamel and 
dentine 
fracture 
0 22 22 
Pulp 
involvement 
0 26 26 
Total 1000 500 1500 
 
Graph 9: Distribution of subjects with Dental trauma according to location: 
 
 
 
 
0
100
200
300
400
500
600
700
800
900
1000
urban rural urban rural urban rural urban rural urban rural
no signs treated injury enamel 
fracture
e&d fracture pulp 
involvement
200
54 0 0 0 15 0 15 0 16
200
67
16 7 10
200
93
7 0 0
190
98
10 2
200
100
0
65-74
35-44
15
12
5
                                                                                                                        Results 
 
50 
 
Table 9 and Graph 9  Shows number and percentage of subjects with dental trauma according 
to age group and location. Only 5% of the study participants were affected with enamel fracture 
among 35-44 years index age group in urban location. In rural, 46% of the study participants 
were affected with dental trauma 15% enamel fracture, 15% enamel and dentin fracture and 16% 
pulp involvement among 5 years index age group. 33% of the study participants were affected 
with dental trauma 16% enamel fracture,10% pulp involvement and 7% enamel and dentin 
fracture among 12 years  index age group. 7% of the study participants were affected with 
enamel fracture among 15 years index age group. Only 2% of  the study participants were 
affected with enamel fracture among  35-44 years  index age group. No trauma can be  seen  
among  65-74 years  index age group in urban and rural location. 
Table 9(A) shows distribution of subjects with  dental trauma according to location. 1% of the 
study participants were affected with enamel fracture in urban location. In  rural  majority of  the 
study participants were affected with enamel fracture 8%  followed by 5.2%  and 4.4 % were 
affected  with  pulp involvement and enamel and dentin fracture. This difference is statistically 
significant. 
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Table: 10  Number  and  percentage of  subjects with oral mucosal lesion according to age 
group and location: 
 
 
Table:10(A): Distribution of subjects with oral mucosal lesion according  to location: 
Oral mucosal 
lesion 
Urban Rural Total Chi sq. p 
Nil 1000 491 1491  
18.1 
 
0.001 ulcer 0 9 9 
Total 1000 500 1500 
 
 
 
 
age group 
(in years) 
Oral mucosal lesion-condition 
No abnormal condition ulceration 
No. % No. % 
U
R
B
A
N
 
5 200 100.0 - - 
12 200 100.0 - - 
15 200 100.0 - - 
35-44 200 100.0 - - 
65-74 200 100.0 - - 
R
U
R
A
L
 
5 100 100.0 - - 
12 100 100.0 - - 
15 100 100.0 - - 
35-44 100 100.0 - - 
65-74 91 91.0 9 9.0 
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Graph: 10 Distribution of subjects with Oral mucosal lesion according to location: 
 
 
Table 10 and Graph 10 shows number and percentage of subjects with oral mucosal lesion 
according to age group and location. Only 9% of  the study participants were affected with 
ulceration among 65-74 years index age group in rural location. None of  the subjects in urban 
population had any lesions.  
Table: 10 (A) shows distribution of subjects with oral mucosal lesion according to location. Only 
9% of the study participants were affected with ulceration in rural location. This  difference  is  
statistical significant with a  p value 0.001. 
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Table:11 Number and percentage of subjects with denture according to age group and 
location: 
 
Table 11(A): Distribution of subjects with denture according to location: 
Denture Urban Rural Total Chi sq. p 
Present 16 5 21  
8.48 
 
0.001 absent 984 495 1479 
Total 1000 500 1500 
 
 
 
 
 
 
 
 
U
R
B
A
N
 
Age group 
(in years) 
Present Absent 
 No. % No. % 
5 - - 200 100.0 
12 - - 200 100.0 
15 - - 200 100.0 
35-44 - - 200 100.0 
65-74 16 8 179 89.5 
R
U
R
A
L
 
5 - - 100 100.0 
12 - - 100 100.0 
15 - - 100 100.0 
35-44 - - 100 100.0 
65-74 5 5 100 100.0 
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Graph 11: Distribution  of  subjects with Denture according to location: 
 
Table 11 and Graph 11 shows  number and  percentage of  subjects  with denture according to 
age group and location. Only 8% and 5% subjects were denture wearer in  among  65-74 years  
index age group in  urban  and  rural respectively.  
Table 11(A) shows distribution of subjects with denture according to location. Majority of 
subjects were denture wearer in  urban area  compared to rural. There is a statistical  significance  
seen among the rural and urban area with a p value 0.001. 
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Table :12 Number and percentage of subjects with upper and lower partial denture 
according to age group and location: 
 
 
 
 
 
 
age group 
(in years) 
Partial denture 
Upper Lower 
 
Present Absent Present Absent 
No. % No. % No. % No. % 
U
R
B
A
N
 
5 - - 200 100.0 - - 200 100.0 
12 - - 200 100.0 - - 200 100.0 
15 - - 200 100.0 - - 200 100.0 
35-44 - - 200 100.0 - - 200 100.0 
65-74 8 4.0 192 96.0 - - 200 100.0 
R
U
R
A
L
 
5 - - 100 100.0 - - 100 100.0 
12 - - 100 100.0 - - 100 100.0 
15 - - 100 100.0 - - 100 100.0 
35-44 - - 100 100.0 - - 100 100.0 
65-74 5 5.0 95 95.0 - - 100 100.0 
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Table 12(A): Distribution of  subjects with partial denture according to location: 
 
Partial  
Denture 
(upper) 
Urban 
 
Rural Total Chi sq. p 
Present 8 5 13  
2.03 
 
0.4 absent 992 495 1487 
Total 1000 500 1500 
 
 
     
Partial  
Denture 
(lower) 
Urban Rural Total Chi sq. p 
Present 0 0 0  
5.03 
 
0.08 absent 1000 500 1500 
Total 1000 500 1500 
 
Graph 12: Distribution of subjects with partial denture according to location: 
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Table 12 and Graph 12 shows  number and percentage of  subjects with upper and lower partial 
denture according to age group and location. 4% among urban  and  5%  among  rural  
population  belonging  to  65-74 years  age group  wore  partial dentures in  upper arch.  
Table 12(A) shows  distribution  of  subjects with partial denture according to location. Majority 
of subjects were partial denture wearers  in urban area compared to rural. There is  no statistical 
significance with a p value  p>0.05 seen among the rural and urban area. 
Table:13 Number and percentage of subjects with  complete denture according to age 
group and location: 
 
age group 
(in years) 
Complete denture 
Upper Lower 
 
Present Absent Present Absent 
No. % No. % No. % No. % 
U
R
B
A
N
 
5 - - 200 100.0 - - 200 100.0 
12 - - 200 100.0 - - 200 100.0 
15 - - 200 100.0 - - 200 100.0 
35-44 - - 200 100.0 - - 200 100.0 
65-74 8 4 192 96.0 8 4.0 192 96.0 
R
U
R
A
L
 
5 - - 100 100.0 - - 100 100.0 
12 - - 100 100.0 - - 100 100.0 
15 - - 100 100.0 - - 100 100.0 
35-44 - - 100 100.0 - - 100 100.0 
65-74 - - 100 100.0 - - 100 100.0 
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Table 13(A): Distribution of subjects with complete denture according to location: 
 
Complete 
Denture 
 
Urban Rural Total Chi sq. p 
Present 8 0 8  
3.73 
 
0.2 Absent 992 500 1492 
Total 1000 500 1500 
 
Graph:13 Distribution of subjects with Complete denture according to location: 
 
 
Table 13 and Graph 13 shows number and  percentage of subjects with  complete denture 
according to age group and location. In urban 8(4%) of   the  subjects were complete denture 
wearers  among  65-74  years index age group. None of the subjects in rural area wore any 
dentures. 
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Table 13(A) shows distribution of subjects with complete denture according to location. Majority 
of  subjects  were complete denture wearers in urban area. There is no statistical significance 
seen among the rural and urban area. 
Table 14: Number and percentage of subjects with Intervention urgency according age 
group and location: 
 
0- No treatment needed. 
1- preventive or routine treatment needed 
2- prompt treatment(including scaling) needed 
3- immediate (urgent)treatment needed due to pain or infection of dental and/or oral origin 
4- referral for comprehensive education or medical/dental treatment(systemic condition) 
 
 
age group 
 
Intervention  urgency 
0 1 2 3 4 
No. % No. % No. % No. % No. % 
U
R
B
A
N
 
5 - - 200 100.0 - - - - - - 
12 - - 200 100.0 - - - - - - 
15 - - 176 88.0 24 12.0 - - - - 
35-44 - - 48 24.0 152 76.0 - - - - 
65-74 - - 44 22.0 156 78.0 - - - - 
R
U
R
A
L
 
5 - - - - 84 84% 16 16% - - 
12 - - - - 90 90% 10 10% - - 
15 - - 12 12.0 88 88.0 - - - - 
35-44 - - - - 100 100.0 - - - - 
65-74 - - 2 2.0 98 98.0 - - - - 
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Table 14(A): Distribution of   subjects with interventional urgency according to location: 
Interventional 
urgency 
Urban Rural Total Chi sq. P 
Preventive 
and routine 
treatment 
needed 
668 14 682  
5.51 
 
0.001 
Prompt 
treatment 
needed 
332 460 792 
Immediate 
treatment 
- 26 26 
Total 1000 500 1500 
 
Graph:14 Distribution of subjects with interventional urgency according to 
location: 
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Table 14 and Graph 14 shows number and percentage of subjects with Intervention urgency 
according to age group and location. In urban, 200(100%) of the study participants were needed 
preventive or routine treatment (1) among 5 years and 12 years index age group. 176(88%) and 
24(12%) of the study participants were needed preventive or routine treatment (1) and  prompt 
treatment (including scaling)(2) respectively, among 15 years index age group. 48(24%) and 
152(76%) of the study participants were needed preventive or routine treatment (1) and  prompt 
treatment (including scaling)(2) respectively, among 35-44 years index age group. 44(22%) and  
156(78%) of  the study participants were needed preventive or routine treatment (1) and  prompt 
treatment (including scaling) (2) among 65 -74 years  index age group respectively. In rural 
84(84%) and 16(16%) of the study participants were needed  prompt treatment (including 
scaling) (2) and immediate (urgent)treatment  due to pain or infection of dental and/or oral 
origin(3)  among 5 years index age group respectively. 90(90%) and 10(10%) of the study 
participants  were  needed   prompt treatment (including scaling) (2) and immediate 
(urgent)treatment due to pain or infection of dental and/or oral origin(3)  among 12  years index 
age group respectively. 12(12%) and 88(88%) of the study participants were needed preventive 
or routine treatment (1) and  prompt treatment (including scaling) (2) among  15 years index age 
group respectively. 100(100%) of  the study participants were needed  prompt treatment 
(including scaling) (2) among 35-44 years index age group. 2(2%) and  98(98%) of the study 
participants were needed preventive or routine treatment (1) and  prompt treatment (including 
scaling) (2) among 65 -74 years  index age group respectively. 
Table 14(A) shows distribution of subjects  with  intervention urgency according to location. 
Majority of  participants in urban area  needed preventive or routine treatment (1). Maximum 
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number of participants in rural  area needed  prompt treatment (2).There is a statistical  
significance is seen among the  rural and urban area. 
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 India is the second most populous country of the  world  and  has changing socio-
political, demographic and  morbidity patterns  that  have been  drawing  global attention  in 
recent years. Despite several  growths  orientated  policies  adopted  by the government, the 
widening economic, regional  and  gender disparities are posing challenges for  the health 
sectors. 
 Dental diseases   are   one  of  the  most common  non-communicable diseases. They are 
an important public health concern as they can cause severe pain, loss of man days and 
morbidity. According  to  the  World Health Organization (WHO), prevalence of oral diseases 
like  dental caries, periodontal diseases  and   edentulousness  are   high.
1 
 A  thorough  exploration  of  Literatures  revealed that few studies are available in India 
pertaining to the prevalence of oral diseases. Studies conducted by using strict protocols of the 
basic oral health survey are very less. The data available through the National Oral Health 
Survey (2002-2003)  is  more  than a decade older and there are no surveys related to prevalence 
of  oral diseases of  Madurai population. Hence  the  present study  was  planned and conducted. 
 The Present study  was  conducted  to  assess  the  prevalence  of  oral diseases and 
treatment needs  of  Madurai population by  using  WHO proforma  2013. The sample size of 
1500 was selected based on the index age group as per the basic oral health survey. Multistage 
cluster sampling method was used. The survey was conducted for 6 months period. The Data 
were collected from urban city, urban town  and  villages  with  the  sample size  of  500 each. 
The data was compiled and results were tabulated. 
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 The available studies are not the exact duplication of the present study. Although  
accurate  comparison of  all  the  data  with existing studies may  not be possible. An  attempt  
was made to compare selected results wherever possible. 
 In the present study a total of 1500 subjects were included, 1000 from urban city and 
town  and  500 participants from  four different villages. The sample size was calculated based 
on pilot study results.  
SOCIO ECONOMIC STATUS: 
 Socio economic status distribution among study participants shows most of the people 
belonged to upper lower class in the rural and upper middle class in the urban. The studies  
conducted by  Athuluru  et al (2016)
3
,  Nagarajappa et al (2015),
4
  A.Kumar et al (2009)
6
  and 
Manu Batra et al (2014)
12  
 showed  that  the  lower class (poor people) are  in majority as 
compared to their counterpart. Direct comparison  is  limited as  different  socio economic status 
scales have been used. In the current study  Kuppusamy  classification updated  in the year 
(2017) 
13 
was used where as in the  other studies  G.V Prasad’s was used for assessing socio 
economic status.  
DENTAL CARIES: 
 The mean DMFT score in the current study was 4 which is in line with the results 
obtained   in  National oral health survey  (5.8%). This  suggests  that  dental caries is 
consistently  high  in  India  since  last  2 decades  National oral health survey  (2002-2003).
14 
This  high  prevalence could  be  due  to type of   diet,  poor oral hygiene, frequent consumption 
of  cariogenic  food,  lack of awareness,  lack of  availability of  dental facilities,  low socio 
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economic status which  are directly related  with  higher  prevalence of  dental caries.
15
 The  
Studies conducted by A.Kumar,
6
  Dash j.k et al,
16
  KeerthigaNagarajan,
17
  Rajkumar maurya,
18
  
and  Hossein Hessari
19 
 also  in  agreement  with  National Oral Health Survey  and   present 
study due to more prevalence of dental caries. 
 In one of the study conducted by Sahil Handa in Gurgaon district, a mean DMFT was 
found to be as low as 1.6 which is in contrast to current study finding. Geographic variation is 
one of the key factor for such variation observed in DMFT score. High fluoride level in that 
particular area is  the  main  reason for  the difference observed.   
BLEEDING GUMS: 
 Bleeding gums is considered as first clinical sign of  disease. In  the  present study  the 
prevalence of  gingival bleeding  is  67%. (urban-53.4%, rural-95.2%). 
 The gingival bleeding  results  obtained   in the  current study cannot be directly 
compared  with  previous study,  as majority of   the  studies   Nagarajappa et al (2015),  
A.kumar (2009),  DeepthiAthuluru (2016), National Oral Health Survey(2010),
20 
Sahil Handa 
(2016),  Fotedarshaileq (2013),
21  
MehtaRetal (2010),
22  
Rajkumar maurya (2015),
23 
Ullakrustup(2006),
24
  Mulpuri v.Ramoji Rao (2016),
25  
Monika bansal et al (2015)
26  
Manu Batra 
et al(2014),  Sujeet khiste(2017),
27  
Arun kumar et al(2014),
28   
Monica J mahajan (2016)
29  
and
  
T.singh et al (2009)
30
  have  conformed  to the guidelines of CPITN where bleeding and calculus 
have different scores(an individual with calculus and bleeding is considered  under criteria of 
calculus and not under bleeding).Thus leading to lower percentage of people exclusively with 
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bleeding. In the current study WHO  proforma  2013  is compiled where there is only one score 
for bleeding irrespective with calculus (or) without calculus. 
PERIODONTAL POCKET 
 The  Studies  conducted  by  Monica (64%), Manu Batra(70%), Kumar (2009), T.Singh 
et al(52%)  and  Sujeet Khiste (40%)  showed  high prevalence of  periodontal pockets in rural 
area. The present study  36%  is  in  agreement with these studies. Few studies such as  A.kumar, 
Deepthi athuluru  and  Mulpuri V.Ramoji  are not in agreement with the present study. 9%  of  
the  subjects from urban area  in the present study  is in agreement with the study conducted by  
Nagarajjappa ramesh (1.8%) showed  less prevalence. Study conducted by Rajkumar Maurya 
(18%) is not in agreement with the present study. Majority of  the studies showed more 
prevalence in rural area is in agreement with the present study. The   possible  reason may be due 
to improper oral hygiene practice and  poor regular dental check up. 
 
GINGIVAL ATTACHMENT: 
 In  the  present study  14% of  the subjects  are  affected  with  loss of  gingival 
attachment  which  is less. Some studies such as  national oral health survey , Sahil Handa et al, 
Mulpuri et al (2016), Ullakrustup (2006)  and  Nagarajappa Ramesh et al, Pradhan et al 
35
 are not  
in agreement with the present study  due  to more prevalence .The  Possible reasons  may be due 
to  improper brushing, malocclusion and  indigeneous cleaning aids. 
DENTAL FLUOROSIS AND DMFT: 
 The Relationship between the Dental fluorosis and Mean DMFT is inversely 
proportional. The ratio between  prevalence  of  Dental fluorosis  and  DMFT is 19:4.4 in the 
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present study. Other  studies  such as  National Oral Health Survey  showed 12:5.8, sahil  
showed 23:1.6 and Nagarajappa showed  9:3. All the studies are in agreement with the concept  
that  fluoride  has the capacity to reduce the Dental caries. 
DENTAL EROSION: 
 Dental Erosion is the chemical wear  off  of  the tooth structure which is most commonly 
caused by GERD and frequent consumption of carbonated drinks. The Present study shows only 
0.6%   of   the  subjects  have  Dental erosion. This indicates that less number of the subjects 
have  the  above mentioned  risk factors. On contrary the study conducted by Kumar et al 
showed   33.3%  of  dental erosion  because  it was conducted in Industrial workers.
31
 Exposure 
to the erosive chemicals could be attributed  for  the higher  prevalence. 
DENTAL TRAUMA: 
 The  Present study  reveals  that 18%  of  subjects from rural area and 1% from urban 
area  aged  between 5-15 years  are  affected  with dental trauma. This is in agreement with the 
study conducted  by  Suganthi Saraswathi et al (16%)
32 
among 8-12 years age groups. The 
possible  reasons  may be due to assault, sport injury and  road accidents. 
ORAL MUCOSAL LESION: 
 The  Study  conducted  by  Sahil Handa et al  revealed that 10.5%  had oral ulceration 
and no oral cancer subjects were found. The  present study also in line with  previous study in 
which 1.8% of  subjects had oral ulceration. The Possible reasons could  be the sharp teeth, 
stress, and nutritional deficiencies. 
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DENTURE: 
 In  the  present study  7%  of  subjects  are  wearing denture which is in agreement with 
the studies  A.Kumar (2009)  and NOHS (3%) . A  Few  studies  Sahil Handa (2016) and  
Vikram Bansal(2010)
33
 are not  in agreement with  the present study due to more prevalence of 
denture wearer. Poor health seeking behavior and  Poor utilization of the services are considered 
as reasons.  
INTERVENTION URGENCY:   
 The  considerable amount of subjects needed preventive, prompt and immediate 
treatment  in the rural population when compared to urban. Some studies Monica J 
Mahajan(2016), T.singh(2009), Monika Bansal(2015), Sahil Handa(2016), Rajkumar 
Maurya(2015) and  Harpreet singh(2016)
34
 also in agreement  with the present study. The 
Probable  reasons  for  the not  seeking treatment  are  availability, affordability and  
accessability  of  dental services. 
 The results  of  the  present study compared with available literature in this  domain. 
There is a considerable percentage of oral diseases still exist even after the science and 
technological advancements. The probable reasons behind this gap are  illiteracy  in remote and 
rural areas, less awareness about oral health, poor accessibility to the health care facilities, 
affordability and ignorance because  the  non fatal nature of  disease. 
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LIMITATION: 
1. Present study was a cross-sectional study, a lot more can be explored by conducting 
longitudinal studies. 
2. The present study cannot be generalized over other blocks/ districts, as there are differences in 
culture, lifestyle, health and hygiene practices and geographical variations. 
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CONCLUSIONS 
 The Study gives an idea of  prevalence of oral diseases in Madurai district. The Madurai 
population  have more of  Dental caries, Periodontal disease ,fluorosis, less prevalence of  Dental 
erosion, Dental trauma, oral ulceration. But  there is no oral cancer subjects. The high prevalence 
of oral disease indicates the poor awareness about the oral health. 
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RECOMMENDATIONS 
1. Recent National oral health survey should be conducted to reveal the prevalence. 
2. Based on the National Oral Health survey, programmes  have to be formulated to reduce the 
prevalence. 
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